Primary tracheal chondrosarcomas are an extremely rare condition that affect adult of all ages, 24% being more that 70 years old. The progression may be slow, with symptoms that may continue up to 72 months before diagnosis is made. The clinical manifestations, that include a combination of nonproductive cough, wheezing, and dyspnea without hemoptysis often leads to misdiagnosis of asthma or chronic obstructive pulmonary disease. We report a case of an 87-year-old male, a Medical Doctor, with such a history, in whom a diagnosis of a tracheal chondrosarcoma was finally performed, 12 months after the first manifestation of the disease.
Introduction
Asthma is a disorder whose symptoms typically appear in childhood or in young adulthood [1] . When these occur late in life and there is no prompt response to treatment is mandatory to consider other diagnoses such as heart failure, gastroesophageal reflux and other forms of airway obstruction [2] . Especially in the elderly, when symptoms are mild with a slow progression, and the clinical history, the physical examination, the chest X-ray and the spirometry do not suggest an alternative diagnosis, more invasive diagnostic tests are deferred in time, waiting for a possible spontaneous healing [3] .
Case report
An 87-year-old man, ex-smoker (he had stopped 25 years before) presented with dry cough and a slowly gradually worsening exertional dyspnea. One year before, when he began to have episodes of cough, he was firstly evaluated by a General practitioner: the chest Xray showed an increased pulmonary transparency, at least partly due to reduction of the parietal muscle thickness, a 'barrel chest' and bronchial wall thickening, whilst the pulmonary function tests demonstrated a mild obstructive pattern, with a modest response to salbutamol. He was diagnosed as chronic obstructive pulmonary disease, and an inhaled anticholinergic drug, tiotropium bromide, was recommended. His condition improved to some extent only for a short period. Bronchodilators, inhaled and systemic corticosteroids were prescribed with no response and, lately, dyspnea was associated with mild inspiratory stridor and wheezing at maximal exertion. At admission, physical examination showed poor general condition and decreased breath sounds with light stridor and wheeze, at chest auscultation, when the patient was breathing fast and deeply. Oxygen saturation (SaO 2 ) at rest, in room air, was 94% and no signs of congestive heart failure were detected. The chest x-ray did not show any change, as compared to the previous one, whist spirometry demonstrated the flattening of the expiratory limb of the flow/volume loop, consistent with the presence of a variable intrathoracic obstruction. A chest computed tomography (CT) scan showed an endoluminal mass arising from the right lateral wall of the trachea, nearly completely occluding the lumen ( Figure 1A) . A rigid bronchoscopy was performed (Efer-Dumon Novatech®, La Ciotat, France) in general anesthesia: a lobulated, hypervascular mass was detected ( Figure  1B) , that was biopsied and partially removed with laser assisted mechanical resection. Histologically, the mass was characterized as a partially calcified low-grade tracheal chondrosarcoma: cytological findings included round or polygonal cells with occasional binucleation, round hyperchromatic nuclei and prominent nucleoli, present in an amorphous pink-violet or light-blue background containing fragments of chondroid tissue. There was no indication for surgical resection for the mediastinal involvement and for the compromised cardiovascular conditions of the old patient. A slowly growing local recurrence was observed in the follow-up visit four month later, that did not require a second endoscopic resection. The patient died ten months after for heart failure.
Discussion
Primary tracheal tumors show a incidence of approximately 0.1 in every 100,000 persons per year, squamous cell carcinomas and adenoid cystic carcinomas accounting for about two-thirds of them, whereas chondrosarcoma is an exceptional occurrence with only 24 cases described so far [4] [5] [6] [7] . The mean age of the patients reported
Conclusions
Asthmatic symptoms, occurring in adulthood (and chiefly in elderly people), and no response to treatment should suggest to consider other diagnoses. Despite the old age of the patient, other diagnostic tests in addition to the chest X-ray and the spirometry should be planned and not deferred when respiratory conditions are deteriorating. 
